SUMMARY Between October 1986 and February 1987 two young men with coarctation of the aorta and a hypoplastic isthmus were treated by a combined resection and isthmusplasty with implantation of the left internal mammary artery to the distal aorta. An appreciable drop in the systolic gradient was seen in both patients after the mammary artery anastomosis and haemodynamic variables across the repair continued to improve postoperatively. Digital transvenous subtraction angiography five months after operation showed a satisfactory mammary artery conduit across the repaired coarctation.
The choice of operation for aortic coarctation is influenced by the patient's age, anatomical abnormality, and the surgeon's experience.'2 Several different techniques have been described: resection and end to end anastomosis, subclavian flap aortoplasty, patch aortoplasty with prosthetic or biological grafts, Vosschulte's aortoplasty, and prosthetic tubular conduit between the ascending and descending parts of the aorta. 5 Severe hypoplasia of the isthmus in the adult patient may limit the extent of resection because in an attempt to maintain the collaterals to the spinal cord every effort is made to limit the number of intercostal vessels ligated or divided. A wider anastomosis may be achieved by isthmusplasty, but in severe cases of hypoplasia this alone may not reduce the systolic gradient to an acceptable value.
In these circumstances implantation of the left internal mammary artery to the distal aorta is a simple but effective additional procedure to achieve better flows beyond the repair. 
